should be banned from further contact sports. Murphey and Simmons"8 advised that if head injury was severe enough to produce coma, or if a player has had a craniotomy, then further contact sports should be discouraged.
Inevitably, boxing causes repeated minor head injury, and in this sport much attention has been directed towards minimising the effects. Availability of computed tomography may indicate the extent of damage produced by such injuries. 19 Statutory medical cover and stringent rules regarding further fights after injury have done much to reduce the number of serious head injuries,7 but the number of participants has also declined. The present study has shown that other sports, in particular horse-riding, are now a more frequent cause of severe head injury. More emphasis should be placed on prevention in these sports. The governing bodies of the individual sports should draw up rules to ensure that sports trainers and supervisors are aware of the correct management of head injuries.
We thank Mr Robert MacMillan for his help in obtaining data from the Scottish Head Injury Management Study. 9 Cruikshank JK, Higgins CS, Gray JR. Although the official reasoning behind the adoption of threeand six-day limits is not clearly stated in the article, two considerations appear to have been especially influential. The first is the desirability of a second consultation to confirm or correct the initial diagnosis and the treatment based on it. In this context the authors of the article report a most striking result from their own research: "According to our data, about 30% of diagnoses established by policlinic doctors at the patient's first visit require refinement or correction, in connection with which the need also arises for a change in the treatment prescribed in the first days of illness."
The second factor that probably helped to determine the choice is that most episodes of illness among workers end within the maximum period of sick leave that one doctor is permitted to grant. This seemingly objective fact becomes blurred on closer inspection, however, as the authors themselves seem to be aware. At any rate, they refer to findings obtained in the 1950s and 1960s by a certain R M Gladstein that a reciprocal cause and effect relationship existed between duration of illness and the maximum period of sick leave which one doctor could allow. When in an experiment sick notes were issued for up to 10 days more than 80% of cases of influenza and acute catarrh of the upper respiratory tract ended within that time. Yet when the maximum duration was reduced to six days the same proportion of cases could be signed off within the six days' limit. Senior policymakers could hardly have overlooked the economic implications of that finding.
Proposals for change
Unlike many general practitioners in Britain, the authors of the article do not argue that certification of short-term illness is a time-wasting task which should be abolished; indeed, such a radical notion would not see the light of day in a prestigious Soviet journal. What the authors advocate are essentially minor adjustments to existing regulations whose interest resides mainly in the background of argument used to support them. Rather self-evidently, the short duration of sick notes has a direct bearing on the volume of attendances at a policlinic and hence on the work loads borne by the staff. According to a study carried out by one of the authors, 33 0-37 5% of visits to sector terapevti and their equivalents in factories were not justified on medical grounds but resulted from the regulations for certification. A broadly similar picture emerged in respect of other types of specialist providing outpatient treatment. To be precise, 32-5-36-5% of visits to surgeons and 34-0-45 0% of visits to neuropathologists and others arose not from medical needs but from the exigences of form-filling. Moreover, out of the referrals sent to heads of various departments after the sixth day to obtain an extension an average of 21 % were clinically unnecessary. So the authors could hardly be accused of exaggeration in noting that the present arrangement "leads to the wasteful expenditure of time by both doctors and patients and to the distraction of departmental heads from consultative work relating to observation of more complex and serious cases...."
The current regulations are also regarded as prejudicial to the principle of sector doctoring. Introduced when both doctors and their patients worked a six-day week, they are still being applied in the changed circumstances of a five-day working week. Apparently this creates difficulties both as regards a patient seeing his own sector (or factory) doctor on a Saturday and as regards the phasing of examinations by these doctors and their heads of departments. In consequence, write the authors, patients "are frequently treated by two or three doctors which, according to our data, prolongs the period of lack of fitness for work."
The authors consider that an appropriate solution to the problems they outline would be to allow doctors to BRITISH MEDICAL JOURNAL VOLUME 281 20 SEPTEMBER 1980 Influenza The proposed periods would also apply in the case of influenza (for which the initial sick note now lasts five days). The authors support their proposal for standardisation by arguing that in a large proportion of cases-"almost 86%"-body temperature will normalise by the fifth day, and if it has not "a doctor ought to assume the presence of complications." The onset of influenzal pneumonia, the most frequent complication, occurs within the first three days of illness. So the issue of sick notes for up to four days "will permit the timely identification of alterations in the course of the illness and will permit a reduction in complications." As a rider, the authors stipulate that patients suffering from influenza should receive home visits from the start of their illness until they are signed off, which implies that at present the final contact occurs in the policlinic and not in the home.
As against the marginal extension of discretion for doctors in the front line, a reduction of two days (from 10 to 8) is proposed in the duration of sick notes issued by the heads of specialist departments. The detailed reasoning here is not easy to follow, but one consideration may be to prevent individual clinicians being unduly generous in granting sick leave. Certainly the statement that "regular consultations between experienced specialists and those less experienced in questions of expertise of temporary lack of fitness for work appear to us as highly essential" may be interpreted along those lines. of the health service would favour at least updating the regulations to bring them into line with the conditions of a five-day working week.
Chronic illness
One explanation for the (assumed) absence of action might be simply that the issue still awaits decision because of bureaucratic lethargy or comparable reasons of an administrative character. Another explanation would take account of the two-way link between duration of illness and the maximum life of a sick note, which was mentioned in the article. The policymakers may thus have decided against a four-day limit on the ground that it might result in more work days lost as a result of certified sickness. Despite the absence of documentary evidence to prove the point, this may well not be too sinister an explanation. Having climbed Kilimanjaro, wandered around the edge of the Amazon Basin, and cycled 500 miles across Kenya on a tandem, I applied to join, with two companions, a 200-mile walk to the base camp on Mount Everest. When I added that I was blind, there was a long pause at the end of the telephone. But I was invited to join the expedition and spent a year in preparation-sleeping in the snow, finding the best way to cross logs and stepping stones, and walking in the Peak district.
In November last year we set off from Katmandu with 14 other trekkers and 34 porters. The Newars carry their loads suspended from wooden yokes across their shoulders, while the Sherpas carry 100 lb loads on their backs by a thong over their foreheads. Even with these heavy weights the Sherpas could overtake us and still have enough wind left to sing and play the mouth organ.
The path was so rough and narrow that I had to follow directly behind my guide for all but a few miles, holding on to straps attached to the back of his haversack. We crossed deep ravines on narrow tree trunks, which I crawled over. We crossed rivers on rickety suspension bridges with no sides or used rocks as stepping stones. Here my guide placed the end of my long cane on the right side of the rock; then I, standing on one leg, slid my boot down the cane so that it landed on the right spot. A spiked metal tip to my cane gave great help in crossing glacial moraines and ice-covered rocks. In some places avalanches had obstructed the trail and as I clung to the rock face and heard the river several thousand feet below the feeling of exposure was very real.
At first there was no ice on the Khumbu Glacier, only a heap of rocky rubble laid on top of the ice. As we clambered across the rocks, one of my companions saw some blue ice in the middle, where the glacier was a thousand yards wide. As he looked a crack suddenly developed 12 feet from where he was standing and then snapped shut. The cracking of the glacier became ominous as the day became warmer. I would hear a crack close by which would then spread to right and left and made me realise just how large this enormous heaving amphitheatre in front of Everest was. Avalanches were frequent and sounded like distant thunder.
The local Sherpas thought I was drunk, holding on behind my friend and occasionally stumbling. They were astonished when they discovered I was blind and even more so when they found out that I worked as a physiotherapist. 
